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Executive Summary
Individuals who have severe alcohol use disorder or engage in high-risk drinking are at greater risk
of experiencing negative health outcomes during the COVID-19 pandemic. These individuals may
experience numerous alcohol-related harms, including life-threatening withdrawal, due to a combination
of factors, including reduced access to alcohol (i.e., due to isolation, disruptions to alcohol supply),
homelessness, poverty, and comorbid health conditions. In addition, these individuals may experience
more serious COVID-19 symptoms due to the higher risk of pneumonia and weakened immune function
associated with high levels of alcohol consumption.
To mitigate these risks and support individuals to follow public health directives (i.e., physical distancing),
healthcare providers and other community support workers should regularly screen their patients/
clients for high-risk alcohol use and alcohol use disorder and develop a plan for patients/clients who
are at high risk of serious complications related to alcohol withdrawal. Health care providers and other
community support workers should create individualized plans to support patients/clients to prevent or
manage withdrawal, based on each patient’s needs, wishes, and circumstances. In clinical care settings,
an approach that includes screening and assessment, brief intervention, and care planning according to
the recommendations in the Provincial Guideline for the Clinical Management of High-Risk Drinking
and Alcohol Use Disorder is advised and further information is available in COVID-19: Information for
Health Care Providers Regarding Alcohol Use Disorder and Withdrawal Management. Plans to avoid
or manage alcohol withdrawal may include outpatient withdrawal management, inpatient withdrawal
management (where capacity exists), long-term alcohol use disorder treatment and recovery supports,
or—where available—managed alcohol programs.
Provision of managed alcohol may be appropriate for client populations with severe alcohol use disorder
or those who engage in high-risk drinking, who have not been retained on treatment for AUD or who
are not interested or able to stop or reduce drinking and who are at risk for serious harms due to inability
to safely obtain alcohol. Managed alcohol is often provided through low-barrier, non-clinical programs,
and this document offers guidance for implementing and providing managed alcohol in both clinical and
non-clinical settings. The operational guidance contained herein aims to outline a number of necessary
components for providing managed alcohol and offers practical and culturally informed considerations
for client care, including screening and individual dosing and management plans, and operational
considerations, such as program and staffing models, funding, procurement, delivery, and administration.
Due to the nature of the COVID-19 pandemic and the urgent need to support vulnerable populations,
including rural and remote communities, this interim operational guidance was developed rapidly to assist
organizations and health authorities seeking to quickly initiate distribution of beverage alcohol. This serves
as a companion to the guidance in Risk Mitigation in the Context of Dual Public Health Emergencies. This
document contains the essential elements and principles for providing managed alcohol but intentionally
does not provide a comprehensive structure or a high level of detail on the requirements to operate a
program, nor does it include guidance for embedded services and programming that are typical in a
managed alcohol program. The framework contained herein is intended to provide a broad overview and
can be tailored based on the availability of resources (e.g., funding, number and type of staffing), number
of eligible clients, geographical setting, and type of site, among others.
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1.0 Background
On March 11, 2020, the World Health Organization declared COVID-19, caused by a novel coronavirus,
a pandemic, citing concern over alarming levels of spread and severity across the globe. The novel
coronavirus has caused a global outbreak of respiratory infections since its discovery in December 2019.
Although the scientific understanding of the effects of COVID-19 continues to grow, it is known that
symptoms can range from mild (e.g., cough, fever) to severe (e.g., pneumonia, requiring hospitalization).
The situation regarding COVID-19 continues to evolve in BC, Canada, and other jurisdictions around the
world.
Some individuals who have severe alcohol use disorder (AUD) or engage in high-risk drinking may face
serious alcohol-related harms during the COVID-19 pandemic due to homelessness, economic instability,
and comorbid health conditions. Further, these individuals may experience more serious COVID-19
symptoms due to the higher risk of pneumonia and compromised immune function associated with
high levels of alcohol consumption. In addition, individuals may have difficulties accessing alcohol
(e.g., restricted hours of liquor retailers, distancing measures/isolation, checkpoints in Indigenous
communities), or socioeconomic factors may affect purchasing ability (e.g., loss of income from binning,
pan handling, and closure of bottle depots; restrictions on using cash). This may shift patterns of drinking
in ways that increase harms, such as increasing or initiating non-beverage use or other illicit drug use, or
lead to other unanticipated consequences, such as alcohol withdrawal.
Health care providers are encouraged to assess individuals for high-risk patterns of drinking and support
patients to follow physical distancing and isolation directives, and avoid alcohol-related harms such as
complications from pre-existing health issues and withdrawal, where possible. Information on screening,
assessment, withdrawal management strategies, and long-term treatment for alcohol use disorder is
available in the Provincial Guideline for the Clinical Management of High-Risk Drinking and Alcohol Use
Disorder and in a condensed bulletin developed for prescribers in the context of COVID-19. Per the Risk
Mitigation in the Context of Dual Public Health Emergencies interim clinical guidance, if clinical supports
are declined, not appropriate, or not available, other measures to support physical distancing and reduce
alcohol withdrawal, such as managed alcohol, should be considered.
Managed alcohol programs (MAP) are a harm reduction strategy used to minimize the personal harm and
adverse societal effects of severe AUD, particularly as experienced by individuals who may be homeless or
unstably housed (see Appendix 1 for an evidence review).1, 2 Typically, a MAP will dispense small doses
of alcohol to clients at regular intervals, as a means of both regulating alcohol intake and reducing unsafe
consumption of non-beverage alcohol.1 In the community, MAPs are often coupled with, and offered
within, shelter or housing programs to provide a safer and more inclusive alternative to abstinence-only
housing for individuals with severe AUD.2 This low-threshold approach enables clients to gain access to
other health and social services that may be offered within the program.1 In acute care settings, MAPs have
also been implemented to support patients with severe AUD for whom withdrawal management or shortterm abstinence during their hospital stay is not feasible.3 There are several MAPs currently operating
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in BC in both acute care and community settings. There are a wide range of managed alcohol program
models, settings, and dosing plans that can be aligned to meet clients’ needs.
This document provides guidance on key elements and considerations in order to rapidly develop
and implement services that distribute alcohol and manage consumption, including in the context of
COVID-19. This includes guidance on planning, principles of care, operational considerations, and
care planning. Two service models are outlined here: clinician-delivered and community-delivered. The
information contained herein is intended to provide examples that can be adapted as needed.
1.1 Goals of Providing Managed Alcohol
Providing managed alcohol aims to meet the following goals:
•
•
•
•
•
•

Support wellness and well-being
Prevent complications of severe alcohol use disorder and high-risk drinking
Maintain or reduce alcohol intake, in order to prevent withdrawal (and complications of
withdrawal)
Eliminate or reduce non-beverage alcohol consumption
Promote safer use through harm reduction education and self-management
And, in the current COVID-19 pandemic, reduce risk or prevent COVID-19 infection and
transmission, and support isolation measures for suspected or confirmed COVID-19 cases
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2.0 Development
This guidance document was developed through a collaboration between the BC Centre on Substance Use
and Canadian Institute for Substance Use Research, initially as a response to the urgent needs of people
who consume alcohol during the COVID-19 pandemic.
The guidance authorship committee developed an early draft following a review of the available evidence
and documentation from several existing managed alcohol programs across Canada. Multiple rounds
of revisions occurred following reviews by additional clinical experts, health system and government
partners, and the Eastside Illicit Drinkers Group for Education. In addition, consultations were held with
a clinical advisor, a pharmacy advisor, and several health professional regulatory colleges in BC. The final
draft was endorsed by the Ministry of Health and the Ministry of Mental Health and Addictions.
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3.0 PLANNING
Planning for a new managed alcohol service should include the following elements: principles of care,
sustainability/continuity planning, operational considerations, and care planning.
3.1 Principles of Care
The planning, implementation, and provision of managed alcohol should be guided by the following
principles of care:
•
•
•
•
•
•
•
•
•

Understanding that alcohol use disorder is a chronic, relapsing condition
Acknowledging and addressing inequities in the social determinants of health of many chronic
drinkers
Incorporating harm reduction and trauma- and violence-informed care
Incorporating Indigenous cultural safety and the practice of cultural humility
Inclusion of cultural practices in design and provision to support wellness
Providing holistic and comprehensive care and referrals where needed
Involving family and social contacts in care planning when appropriate
Creating care plans that are individually tailored, patient-centred, and adjusted as needed
Inclusion of people with lived experience in design and provision

Readers are encouraged to refer to the AUD and High-Risk Drinking Clinical Guideline for more detail
and guidance on how to operationalize these principles in the context of alcohol use.
3.2 Sustainability/Continuity Planning
Sustainability is an important element in planning, both during the current COVID-19 pandemic and
beyond. Organizations should plan for sustainability beyond the COVID-19 pandemic and should
ensure continuity of care is included in care planning. For example, if a client moves, wants to start AUD
treatment, or is no longer well-suited to managed alcohol, plans should be in place to safely transition
clients to health or other services, as applicable.
Where possible, service planning should incorporate plans for continuous quality improvement and
evaluation, to ensure the service is meeting the needs of its clients. Guidance is available at www.cmaps.ca.
3.3 Operational Considerations
This section provides an overview of typical operational considerations needed in order to plan and
implement a managed alcohol service. Each managed alcohol service is unique and the factors outlined
herein may or may not apply in all cases. See Operational Considerations, below.
3.4 Care Planning Considerations
A key component of designing and implementing managed alcohol is developing an appropriate service
model, that incorporates screening, intake and referral, and working with clients to develop individualized
managed alcohol plans. Given the context and setting, these features may include clinical or non-clinical
interventions. See Care Planning Considerations, below.
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4.0 OPERATIONAL CONSIDERATIONS
4.1 Community Managed Alcohol Service Models
Managed alcohol can be provided in a range of settings, which can accommodate clients’ needs to remain
at home, and support physical distancing and self-isolation. Existing program models range from low
barrier, harm reduction programs to clinician-involved programs delivered from within clinical settings.
In the context of COVID-19, all services should follow guidance and directives from public health officials.
Staffing requirements will vary depending on setting, model, number of clients served, and whether
transportation and delivery are part of the service. Implementation in rural and remote settings may
require innovative approaches due to staffing limitations, distance between sites, and availability of
resources.
4.1.i Example Models
Two example models are provided below, but every managed alcohol service will need to be tailored based
on available resources, capacity, and organizational policies. These examples should be viewed as part of a
continuum with many existing variations. The following examples focus predominantly on delivering or
providing alcohol and may not require robust onsite monitoring or programming.

Model Type

Community-led harm reduction model

Clinician-initiated team-based model

Primarily run by

Harm reduction staff and people
with lived experience (PWLLE)
in community organizations with
expertise in alcohol harm reduction

Collaborative team of clinicians (i.e.,
nurses), MHSU or harm reduction
staff, and/or PWLLE staff

Low barrier to maintain engagement
with individuals who face challenges
are uncomfortable accessing
traditional health services; focus on
harm reduction and wellness, PWLLE
support, self-management, and safer
drinking education

Aimed at engaging individuals
who may meet the criteria for AUD
but are not able or interested in
pharmacotherapy or other approaches
to AUD care. Focus is on preventing
alcohol-related harms, including those
related to survival drinking, alcohol
withdrawal; maintaining or reducing
use; and harm reduction

Ideally suited for those who do
not require or are uncomfortable
accessing additional health care
supports and are at low-to-moderate
risk for complicated withdrawal. Note
that individuals at higher risk for
complicated withdrawal that decline
additional health care supports could
access managed alcohol through
this model

Well-suited for those at higher
risk of health complications and/
or complicated withdrawal and
who are already engaged or require
engagement with the healthcare
system to meet their needs

Aims

Participants
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Frequency of
provision

Alcohol is often stored in one central, secured location, with 1-2 times daily
provision—either through client pick-up (if appropriate) or delivery (to a single
or multiple sites)
If providing from within housing, housing providers may be able to store alcohol
for clients

Funding models

1. Fully funded by organization or health authority
2. Partially funded by organization or health authority and partially by
client contributions

Day-to-day oversight

Community organization, housing
provider, or contracted service provider

Staff nurse, with harm reduction,
housing, or community outreach staff

1.

Onsite program at community
organization, supported housing,
or shelter
2. Delivery program for
encampments or scattered
temporary or permanent sites
(e.g., housing, hotels, shelters)

1. Clinical, health centre, hospital,
nursing station, or COVID-19
emergency response centre
2. Supported housing or hotel/motel

Depends on specific setting and
capacity.

Depends on specific setting and
capacity.

Example for an onsite program:

Example:

•

•

Settings

•
Staff requirements

•

1.0 FTE harm reduction manager
with additional PWLE/housing
support in a community program
could support 20-30 members
PWLE workers or housing staff
can provide support and assist
with wellness checks
Access to health care providers
(nurse, physician, social worker)
should be provided, where
possible, for clients with medical
or health needs who are not
already engaged in care

•

•

•

0.5 FTE nurse (7 days per week),
1.0 FTE harm reduction or
community outreach staff (7 days
a week), and addiction medicine
support (1 half-day per week)
could support a 15 to 20-person
case load
Screening, assessment, intake,
and alcohol management
and monitoring plan by RN in
consultation with prescriber
Example case load would be
feasible with client pick-up or
staff delivery to client (max 3 sites
in close proximity)
During initiation, screening and
intake may require increased
staffing or reduced case load
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4.1.ii Staffing
Each managed alcohol service will determine what level of staffing is appropriate, depending on setting,
capacity, model, and specific client needs. Considerations should include who can provide screening
(for example, physician, nurse, or non-clinicians, such as harm reduction staff, or outreach staff, with
appropriate training), who can provide alcohol (the provision of alcohol for medical purposes is not a
restricted health care activity), and whether written orders are required (in clinician-led models). In
clinician-led models, staffing roles should be clearly defined, including when and how to consult with
another health care professional. It should be noted that diagnosis of alcohol use disorder can only be
performed by a physician or nurse practitioner.
Any questions or concerns about scope should be discussed with the relevant regulatory college and
professional practice, if applicable.
4.2 Storage
For settings that have a secured space, alcohol can be stored on-site (e.g., locked office or closet). For
settings that do not have storage capabilities or staff who are available to administer alcohol (e.g.,
encampments), an off-site storage location is needed and delivery services should be considered, where
resources are available.
4.3 Funding Considerations
Funding considerations will vary by service model and setting. Costs will be based on number of clients
served, number and type of staff required, and volume of alcohol required monthly.
Potential funding sources may include:
•
•

Existing or emergency funds via health authorities
Client contributions to supplement costs

Estimated costs, based on retail pricing for one can of beer.4
5 drinks per day

10 drinks per day

15 drinks per day

Daily cost per client

$7.10

$14.20

$21.30

Monthly cost per client

$213

$426

$639*
* Costs may be reduced with wholesale pricing

4

12

Based on $1.42 retail price for 341 ml 5% can of a common brand of beer.

4.4 Procurement
The mechanisms for obtaining and purchasing alcohol are varied and dependent on type and site of
the service. Health Authorities or organizations interested in offering managed alcohol should consider
the following:
•

•

Source of alcohol
ŜŜ Liquor stores (bulk discount possible)
ŜŜ Local brewery or winery (bulk discount or lower cost product possible)
ŜŜ Donated alcohol
ŜŜ U-brewing within the program
ŜŜ Pharmacy
• Vodka and beer are on the BC Formulary and can be dispensed by pharmacy
in hospital or other inpatient settings. At this time there is no mechanism for
procurement via community pharmacy.
Type and quantity of alcohol
ŜŜ This will depend on the number of clients and their dosage, storage capacity, and funding
ŜŜ To reduce risk of COVID-19 transmission and reduce time during delivery and dosing,
programs may wish to provide beer or coolers in cans
ŜŜ Provision of spirits may be more difficult to manage during the COVID-19 pandemic
due to the high dosage of a typical bottle (one 750 ml bottle of 40% spirits is equivalent
to 17.5 drinks). Dividing these doses among multiple clients safely will require more
resources and supplies

4.5 Delivery and Provision
Each managed alcohol service will have to determine the relevant delivery and provision considerations
and protocols, which will be service-specific. Considerations that may be relevant are listed below.
Delivery considerations:
• Delivery procedures may not apply if alcohol is stored on-site
• Frequency of pickup and delivery determined by client needs and feasibility (e.g., staffing,
distance to delivery location)
ŜŜ Suggested frequency of delivery to site is 1–2 times per day. Individual provision
schedules should be tailored and will vary but could coincide with delivery, depending
on client self-management
• Transport alcohol in trunk of vehicle or other locked area and keep within possession at all
times until delivered to client or returned to storage. If feasible, two staff are recommended for
safety and security reasons
Provision considerations:
• Determine hours of alcohol provision (e.g., 8:00am–5:00pm)
• Phone or text client(s) in scattered sites such as housing or shelter to confirm arrival of the
alcohol
ŜŜ Discuss alternative plans for clients without phone access
• Confirm amount and type, as per alcohol management plan, and record amount removed from
storage on Inventory Control form (Appendix 2)
• Conduct brief assessment and wellness check (Appendix 3)
13
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ŜŜ If concerned about intoxication (i.e., unsteady on feet; slurring of speech; slow to
respond to speech), withhold alcohol dose and determine plan for later provision in
order to prevent over-intoxication
ŜŜ If withdrawal symptoms present (i.e., tremors/shakes, nausea, anxiety/agitation/sweats,
hallucination), consult with program manager or clinician to manage symptoms or
adjust dose
ŜŜ In the context of COVID-19, ensure physical distancing requirements are maintained,
and assess client for symptoms of COVID-19; if symptoms emerge or worsen, contact
client’s prescriber for follow-up and advise client to stay at home and away from other
people
ŜŜ Consider regular check-ins with each client about quality of life, goals, COVID-19
planning and precautions, and any other health concerns; connect to services where
available
Document alcohol doses on provision record (Appendix 3)
Doses do not need to be witnessed

5.0 Care Planning Considerations
Each managed alcohol service should put in place protocols for care planning. Suggested protocols include
screening, intake and referral, and developing an alcohol management plan.
5.1 Screening
Each managed alcohol service should determine screening and eligibility criteria. Generally, managed
alcohol is appropriate for individuals with severe AUD and those who engage in high-risk drinking.
Typically, this includes individuals who drink alcohol daily, are at risk of withdrawal and other alcoholrelated harms, and are not engaged in treatment for AUD. In the context of COVID-19, risk of exposure
and transmission may also be considerations for eligibility.
A variety of screening tools exist, including the Alcohol Use Disorders Identification Test (AUDIT),
which helps identify high-risk drinking or alcohol use disorder, and the Prediction of Alcohol Withdrawal
Severity Scale (PAWSS), which estimates the risk of severe withdrawal (see Appendix 4 for these
tools). More information on these and other screening tools is available in the Provincial Guideline for
the Clinical Management of High-risk Drinking and Alcohol Use Disorder. The Severity of Alcohol
Dependence Questionnaire (SADQ) is a screening tool that measures severity and is validated in clinical
and community settings. It may be a useful screening tool in non-clinical settings, as it can be selfadministered and does not require training for scoring and interpretation.5 Selection of one or more
screening tools will depend on setting, staff (e.g., clinician vs. PWLE worker), and other factors.
For eligible clients who are pregnant or planning to become pregnant, referral or connection to primary
care for care planning is advised. Clients who are pregnant should be referred to a health care provider for
brief counselling interventions, advice for discontinuing alcohol use, appropriate treatment interventions
and support services. If unfeasible, harm reduction and treatment strategies should be offered, in
accordance with clinical guidelines.
5.1.i Additional assessment
If feasible and appropriate, additional questions can be used to ascertain further details and other health
risks and related harms. These could include patterns of drinking (e.g., history of heavy episodic drinking,
non-beverage alcohol use), drinking in unsafe settings, ability to maintain isolation (in the context of
COVID-19), and ability to reliably and safely access alcohol.
Where possible, clients should receive a comprehensive assessment of current substance use. Concurrent
use of alcohol with other CNS depressants (e.g., benzodiazepines, opioids) is associated with a significantly
increased risk of overdose. Care planning should prioritize management of the substances associated with
risk of severe withdrawal and include overdose response planning. Patients should be informed of the risks
of concurrent use, given access to naloxone and instructions on its use.
For programs with limited capacity, priority should be given to those with severe AUD and risk of serious
harms from alcohol withdrawal.
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For clinician-delivered services, it is recommended to follow initial screening with a more detailed
comprehensive assessment, which could include medical history; alcohol use, history, current and
historical alcohol-related risks and harms, and previous treatment attempts; risk of developing severe
complications of withdrawal; substance use history and active use. For individuals with co-occurring
substance use or substance use disorders, clinical judgment should be used to determine whether managed
alcohol would be safe and appropriate. See Appendix 5 for an example clinical assessment form.
5.2 Intake and Referral
For clients deemed eligible, complete intake and referral form with client’s contact information (See
Appendix 6 for an example). Where possible, efforts should be made to connect clients to other health or
social services if needs are identified during the screening and intake process.
5.3 Alcohol Management Plan
In any program model, individualized alcohol management plans are an important element and can be
developed by the client, or in collaboration with a clinician, PWLE or other staff. If clinician-directed,
discussion with the client and mutual decision-making is highly recommended. Managed alcohol is often
provided outside of medical or clinical settings and a prescription is not required. Clinical programs offering
managed alcohol may decide to develop processes that include written orders (see example in Appendix 7).
Typical elements of the alcohol management plan include:
•
•
•
•
•
•
•

Discussing harm reduction and client goals
Determining dose and type of alcohol—if client wishes to reduce drinking, provide advice on
safe and gradual tapering (e.g., by one drink per day) or taking breaks
Determining frequency of alcohol provision (suggested frequency is 1–4 times per day )
Determining frequency of monitoring and wellness checks
Providing education on harm reduction and safer drinking
Where possible and appropriate, discussing AUD pharmacotherapy and withdrawal
management medications and inpatient withdrawal management if indicated
Reviewing a client agreement—while managed alcohol is usually offered as an open-ended
intervention, discussions may include plans for transition away from managed alcohol in the future

Any adjustments made to the alcohol management plan, due to withdrawal, over-intoxication, or changes
in goals, should be made collaboratively with the client. Clients should be supported to develop selfmanagement skills, including counting and pacing their drinks, in order to avoid binging or outside
drinking. Plans can include additional elements as needed, such as: exchanging non-beverage alcohol
for beverage alcohol, providing client with daily pharmacy-dispensed medications, and access to cultural
practices and supports from Indigenous Health teams.
See Appendix 8 for an example alcohol management plan.
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In some clinician-delivered models, orders may be used for documentation.
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 ote: alcohol amount, frequency, and type may need to be adjusted depending on client’s goals and if withdrawal symptoms emerge or client
N
becomes over-intoxicated.

8

I n cases where the client is not able to self-manage at this rate, 90-minute dosing may be considered, depending on staff capacity and other
relevant factors (for example, exposure to COVID-19 and required personal protective equipment).
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APPENDICES
Appendix 1: Evidence Review for Managed Alcohol Programs
Managed alcohol programs (MAPs) are an almost uniquely Canadian harm reduction intervention.
MAPs originated as a response to the complex needs of people who were uninterested in reducing alcohol
use, unable to undertake or did not respond to abstinence-based programs, and were experiencing
homelessness or housing instability.1 As well, many individuals who consume alcohol have not been
screened or offered evidence-based therapies.2 While wet shelters and “housing first” programs offer safe
spaces that allow alcohol consumption, MAPs offer regulated access to beverage alcohol, alongside other
health and social supports.1 Based on a review of 13 Canadian MAPs, six key elements were identified:
goals and eligibility, food and accommodation, alcohol management and administration, funding and
money management, primary care and clinical monitoring, and cultural and social supports.
While the majority of MAPs in Canada are delivered by the community not-for-profit sector, there is
a wide range of models, from community programs led by people with lived experience to programs
in shelters, transitional and supportive housing, and hospitals. An important element of MAPs is the
involvement of people with lived experience in design, development, and delivery of programs.3-6 In
Canada, with a few exceptions, MAPs have been developed largely by and for non-Indigenous people.
However, the Indigenous programs in existence are unique in that they are informed by Indigenous
knowledge and governed by Indigenous people. As described by Child et. al., Indigenous-led MAPs
prioritize the issues that impact their communities, such as colonization, assimilation, racism, and
intergenerational trauma.7 Indigenous-led and informed programs have been found to increase
participants’ experiences of home, family, cultural reconnection, and healing through ceremony.8,9 A
literature review of Indigenous healing methodologies and MAPs is available.10 Several feasibility studies
have been conducted for specific populations and settings, including Indigenous Peoples,7,11 Sydney,
Australia,12 and hospitals.13 There has been limited research on programs that incorporate sex and gender
considerations; the majority of the existing programs serve primarily men. While MAPs have been
deemed feasible and acceptable, barriers for implementation have been identified and include issues such
as the need for appropriate eligibility criteria, tailoring of programs to individual needs along with selfmanagement, and ability to manage outside drinking.14
Podymow and colleagues first documented the impacts of MAPs in 2006 based on a program in Ottawa
and found benefits related to reduced hospital and policing costs, improved hygiene and nutrition, and
increased medication compliance.15 The Canadian Managed Alcohol Study (CMAPS) began in 2011 and
is the largest study in the world of MAP implementation and outcomes (www.cmaps.ca). Initial studies of
MAPs found evidence of reduced alcohol-related harms, reduced use of non-beverage alcohol, improved
quality of life and safety, increased housing stability, and reduced demands and costs for the health and
criminal justice systems.8,16-19
In a comparison of 175 MAP participants and 189 controls in five cities, Stockwell et al. found that longterm MAP residents (>2 months) drank significantly fewer drinks per day than controls over the previous
30 days.20 In this same analysis, long-term MAP residents reported significantly fewer acute alcohol-related
harms in the domains of health, safety, social, legal, and withdrawal symptoms. The same participants
reported that when unable to afford alcohol, they would use coping strategies, such as re-budgeting (53%),
waiting for money (49%), or going without (48%), and engage in activities with negative or harmful
consequences, such as use of illicit drugs (41%) and/or non-beverage alcohol (41%).21 Compared to
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controls, the long-term MAP residents were less likely to use illicit substances, steal, or go without alcohol,
and they were more likely to seek treatment. Additionally, qualitative analysis of MAP participants shows
that being in a MAP disrupts survival drinking and cycling through multiple settings (which is particularly
important to reduce movement in the context of COVID-19), as well as enhancing feelings of safety,
belonging, sense of place or home, and hope for the future.22-24 In summary, MAPs have been shown
to enhance housing stability, reduce acute and social alcohol-related harms, improve safety, and create
opportunities for reconnection with families, communities, and healing. MAPs fill an important gap for
those who require additional support to manage alcohol use in order to maintain stability and—during
COVID 19—adhere to physical distancing measures.
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Dose
Amount

Wastage

Prescriber

Wine 2L

Client
Name

Beer 341-355mL
(1Can)

Time

Vodka 750mL

Date

Vodka 375mL

Appendix 2: Alcohol Inventory Control

Signature

Baseline Inventory

Balance
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22
�ddress�
�ontact number�

�eer�

�ine�

Adapted from Interior Health

*If above client’s typical baseline behaviour
�elivery instructions�
�� �onfir� �uantity of alcohol prior to �elivery
�� �hone client to alert that you are on your �ay for �elivery

�o��ents

�lient si�nature

�taff initials

�ype an� �ty�
of alcohol
provi�e�

�as alcohol provi�e�� ���

�� �e�uest client �eet at �oor of �elivery location ��aintain � �etres �istance�
�� �creen client usin� verbal in�uiries an� observations as above

�������� �� I����I���I��� �if symptoms present, withhold alcohol dose and consult pro�ram mana�er or prescriber)
�nstea�y�lac� of balance
�lurre� speech
�lo� response ti�e
�nusual �e�eanor
�lcohol �elivery

�allucination

�I�������� �������� �If symptoms present, contact pro�ram mana�er or prescriber to evaluate dosa�e)
�re�ors�sha�es
�ausea
�n�iety�a�itation�s�eats

���I���� �������� �If symptoms have appeared to develop or become worse, contact client’s care provider to consult)
�ou�h
�ever
�hortness of breath

�ymptom assessment �If ne� sy�pto�s have �evelope� or �orsene�� please call physician� if client is in �istress� call ����

�ate an� ti�e of client contact

�lient �ame�

�a�apte� fro� Interior �ealth�

�ppen�i� �� �rovision �ecor� an� �ellness �hec� �or�

Appendix 3: Provision Record and Wellness Check Form

Appendix 4: Screening Tools
The Alcohol Use Disorders Identification Test (AUDIT)9


Read questions as written. Record answers carefully. Begin the AUDIT by saying “Now I am going to ask you some questions abouƚ
your use of alcoholic beverages during this past year.” Explain what is meant by “alcoholic beverages” by using local ĞǆĂŵƉůĞƐŽĨ
beer, wine, vodka, etc. Code answers in terms of “standard drinks”. Place the correct answer number in the box at the right.

ϭ͘,ŽǁŽĨƚĞŶĚŽǇŽƵŚĂǀĞĂĚƌŝŶŬĐŽŶƚĂŝŶŝŶŐĂůĐŽŚŽů͍
;ϬͿEĞǀĞƌ^ŬŝƉƚŽYƐϵͲϭϬ
;ϭͿDŽŶƚŚůǇŽƌůĞƐƐ
;ϮͿϮƚŽϰƚŝŵĞƐĂŵŽŶƚŚ
;ϯͿϮƚŽϯƚŝŵĞƐĂǁĞĞŬ
;ϰͿϰŽƌŵŽƌĞƚŝŵĞƐĂǁĞĞŬ

ϲ͘,ŽǁŽĨƚĞŶĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌŚĂǀĞǇŽƵŶĞĞĚĞĚĂĨŝƌƐƚ
ĚƌŝŶŬŝŶƚŚĞŵŽƌŶŝŶŐƚŽŐĞƚǇŽƵƌƐĞůĨŐŽŝŶŐĂĨƚĞƌĂŚĞĂǀǇ
ĚƌŝŶŬŝŶŐƐĞƐƐŝŽŶ͍
;ϬͿEĞǀĞƌ
;ϭͿ>ĞƐƐƚŚĂŶŵŽŶƚŚůǇ
;ϮͿDŽŶƚŚůǇ
;ϯͿtĞĞŬůǇ
;ϰͿĂŝůǇŽƌĂůŵŽƐƚĚĂŝůǇ

Ϯ͘,ŽǁŵĂŶǇĚƌŝŶŬƐĐŽŶƚĂŝŶŝŶŐĂůĐŽŚŽůĚŽǇŽƵŚĂǀĞŽŶĂ
ƚǇƉŝĐĂůĚĂǇǁŚĞŶǇŽƵĂƌĞĚƌŝŶŬŝŶŐ͍
;ϬͿϭŽƌϮ
;ϭͿϯŽƌϰ
;ϮͿϱŽƌϲ
;ϯͿϳ͕ϴ͕Žƌϵ
;ϰͿϭϬŽƌŵŽƌĞ

ϳ͘,ŽǁŽĨƚĞŶĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌŚĂǀĞǇŽƵŚĂĚĂĨĞĞůŝŶŐ
ŽĨŐƵŝůƚŽƌƌĞŵŽƌƐĞĂĨƚĞƌĚƌŝŶŬŝŶŐ͍
;ϬͿEĞǀĞƌ
;ϭͿ>ĞƐƐƚŚĂŶŵŽŶƚŚůǇ
;ϮͿDŽŶƚŚůǇ
;ϯͿtĞĞŬůǇ
;ϰͿĂŝůǇŽƌĂůŵŽƐƚĚĂŝůǇ

ϯ͘,ŽǁŽĨƚĞŶĚŽǇŽƵŚĂǀĞƐŝǆŽƌŵŽƌĞĚƌŝŶŬƐŽŶŽŶĞ
ŽĐĐĂƐŝŽŶ͍
;ϬͿEĞǀĞƌ
;ϭͿ>ĞƐƐƚŚĂŶŵŽŶƚŚůǇ
;ϮͿDŽŶƚŚůǇ
;ϯͿtĞĞŬůǇ
;ϰͿĂŝůǇŽƌĂůŵŽƐƚĚĂŝůǇ

ϴ͘,ŽǁŽĨƚĞŶĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌŚĂǀĞǇŽƵďĞĞŶƵŶĂďůĞ
ƚŽƌĞŵĞŵďĞƌǁŚĂƚŚĂƉƉĞŶĞĚƚŚĞŶŝŐŚƚďĞĨŽƌĞďĞĐĂƵƐĞ
ǇŽƵŚĂĚďĞĞŶĚƌŝŶŬŝŶŐ͍
;ϬͿEĞǀĞƌ
;ϭͿ>ĞƐƐƚŚĂŶŵŽŶƚŚůǇ
;ϮͿDŽŶƚŚůǇ
;ϯͿtĞĞŬůǇ
;ϰͿĂŝůǇŽƌĂůŵŽƐƚĚĂŝůǇ



^ŬŝƉƚŽYƵĞƐƚŝŽŶƐϵĂŶĚϭϬŝĨdŽƚĂů 
^ĐŽƌĞĨŽƌYƵĞƐƚŝŽŶƐϮĂŶĚϯсϬ 

ϰ͘,ŽǁŽĨƚĞŶĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌŚĂǀĞǇŽƵĨŽƵŶĚƚŚĂƚ
ǇŽƵǁĞƌĞŶŽƚĂďůĞƚŽƐƚŽƉĚƌŝŶŬŝŶŐŽŶĐĞǇŽƵŚĂĚ
ƐƚĂƌƚĞĚ͍
;ϬͿEĞǀĞƌ
;ϭͿ>ĞƐƐƚŚĂŶŵŽŶƚŚůǇ
;ϮͿDŽŶƚŚůǇ
;ϯͿtĞĞŬůǇ
;ϰͿĂŝůǇŽƌĂůŵŽƐƚĚĂŝůǇ

ϵ͘,ĂǀĞǇŽƵŽƌƐŽŵĞŽŶĞĞůƐĞďĞĞŶŝŶũƵƌĞĚĂƐĂƌĞƐƵůƚŽĨ
ǇŽƵƌĚƌŝŶŬŝŶŐ͍
;ϬͿEŽ
;ϮͿzĞƐ͕ďƵƚŶŽƚŝŶƚŚĞůĂƐƚǇĞĂƌ
;ϰͿzĞƐ͕ĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌ

ϱ͘,ŽǁŽĨƚĞŶĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌŚĂǀĞǇŽƵĨĂŝůĞĚƚŽĚŽ
ǁŚĂƚǁĂƐŶŽƌŵĂůůǇĞǆƉĞĐƚĞĚĨƌŽŵǇŽƵďĞĐĂƵƐĞŽĨ
ĚƌŝŶŬŝŶŐ͍
;ϬͿEĞǀĞƌ
;ϭͿ>ĞƐƐƚŚĂŶŵŽŶƚŚůǇ
;ϮͿDŽŶƚŚůǇ
;ϯͿtĞĞŬůǇ
;ϰͿĂŝůǇŽƌĂůŵŽƐƚĚĂŝůǇ

ϭϬ͘,ĂƐĂƌĞůĂƚŝǀĞŽƌĨƌŝĞŶĚŽƌĂĚŽĐƚŽƌŽƌĂŶŽƚŚĞƌŚĞĂůƚŚ
ǁŽƌŬĞƌďĞĞŶĐŽŶĐĞƌŶĞĚĂďŽƵƚǇŽƵƌĚƌŝŶŬŝŶŐŽƌƐƵŐŐĞƐƚĞĚ
ǇŽƵĐƵƚĚŽǁŶ͍
;ϬͿEŽ
;ϮͿzĞƐ͕ďƵƚŶŽƚŝŶƚŚĞůĂƐƚǇĞĂƌ
;ϰͿzĞƐ͕ĚƵƌŝŶŐƚŚĞůĂƐƚǇĞĂƌ

/ŶƚĞƌƉƌĞƚĂƚŝŽŶ͗^ĐŽƌĞƐŽĨϴŽƌŚŝŐŚĞƌŝŶĚŝĐĂƚĞŚĂǌĂƌĚŽƵƐŽƌŚĂƌŵĨƵůƵƐĞdŽƚĂůƐĐŽƌĞ͗

9

 abor TF, Higgins-Biddle JC, Saunders J, Monteiro M. The Alcohol Use Disorders Identification Test: Guidelines for Use in Primary Care.
B
Second Edition. Geneva, Switzerland: World Health Organization (WHO) Department of Mental Health and Substance Dependence. 2001.
Available at: https://apps.who.int/iris/bitstream/handle/10665/67205/WHO_MSD_MSB_01.6a.pdf.

23

Severity of Alcohol Dependence Questionnaire (SADQ)10
WůĞĂƐĞƌĞĐĂůůĂƚǇƉŝĐĂůƉĞƌŝŽĚŽĨŚĞĂǀǇĚƌŝŶŬŝŶŐŝŶƚŚĞůĂƐƚϲŵŽŶƚŚƐ͘tŚĞŶǁĂƐƚŚŝƐ͍ͺͺͺͺͺͺͺͺͺͺͺ

WůĞĂƐĞƐĞůĞĐƚĂŶƵŵďĞƌ;ĞŝƚŚĞƌϬ͕ϭ͕Ϯ͕ŽƌϯͿƚŽƐŚŽǁŚŽǁŽĨƚĞŶĞĂĐŚŽĨƚŚĞĨŽůůŽǁŝŶŐƐƚĂƚĞŵĞŶƚƐ
ĂƉƉůŝĞĚƚŽǇŽƵĚƵƌŝŶŐƚŚŝƐƚŝŵĞ͘

YƵĞƐƚŝŽŶƐ
ůŵŽƐƚ ^ŽŵĞƚŝŵĞƐ KĨƚĞŶ
EĞĂƌůǇ
ŶĞǀĞƌ
ĂůǁĂǇƐ
/ǁŽŬĞƵƉĨĞĞůŝŶŐƐǁĞĂƚǇ͘
Ϭ
ϭ
Ϯ
ϯ
DǇŚĂŶĚƐƐŚŽŽŬĨŝƌƐƚƚŚŝŶŐŝŶƚŚĞŵŽƌŶŝŶŐ͘
Ϭ
ϭ
Ϯ
ϯ
DǇǁŚŽůĞďŽĚǇƐŚŽŽŬǀŝŽůĞŶƚůǇĨŝƌƐƚƚŚŝŶŐŝŶƚŚĞŵŽƌŶŝŶŐ͘
Ϭ
ϭ
Ϯ
ϯ
/ǁŽŬĞƵƉĂďƐŽůƵƚĞůǇĚƌĞŶĐŚĞĚŝŶƐǁĞĂƚ͘
Ϭ
ϭ
Ϯ
ϯ
/ĚƌĞĂĚĞĚǁĂŬŝŶŐƵƉŝŶƚŚĞŵŽƌŶŝŶŐ͘
Ϭ
ϭ
Ϯ
ϯ
/ǁĂƐĨƌŝŐŚƚĞŶĞĚŽĨŵĞĞƚŝŶŐƉĞŽƉůĞĨŝƌƐƚƚŚŝŶŐŝŶƚŚĞŵŽƌŶŝŶŐ͘
Ϭ
ϭ
Ϯ
ϯ
/ĨĞůƚĂƚƚŚĞĞĚŐĞŽĨĚĞƐƉĂŝƌǁŚĞŶ/ĂǁŽŬĞ͘
Ϭ
ϭ
Ϯ
ϯ
/ĨĞůƚǀĞƌǇĨƌŝŐŚƚĞŶĞĚǁŚĞŶ/ĂǁŽŬĞ͘
Ϭ
ϭ
Ϯ
ϯ
/ůŝŬĞĚƚŽŚĂǀĞĂŵŽƌŶŝŶŐĚƌŝŶŬ͘
Ϭ
ϭ
Ϯ
ϯ
/ĂůǁĂǇƐŐƵůƉĞĚŵǇĨŝƌƐƚĨĞǁŵŽƌŶŝŶŐĚƌŝŶŬƐĚŽǁŶĂƐƋƵŝĐŬůǇĂƐ
Ϭ
ϭ
Ϯ
ϯ
ƉŽƐƐŝďůĞ͘
/ĚƌĂŶŬŝŶƚŚĞŵŽƌŶŝŶŐƚŽŐĞƚƌŝĚŽĨƚŚĞƐŚĂŬĞƐ͘
Ϭ
ϭ
Ϯ
ϯ
/ŚĂĚĂǀĞƌǇƐƚƌŽŶŐĐƌĂǀŝŶŐĨŽƌĚƌŝŶŬǁŚĞŶ/ĂǁŽŬĞ͘
Ϭ
ϭ
Ϯ
ϯ
/ĚƌĂŶŬŵŽƌĞƚŚĂŶϭͬϰďŽƚƚůĞŽĨƐƉŝƌŝƚƐĂĚĂǇ;ŽƌϰƉŝŶƚƐŽĨďĞĞƌͬϭ
Ϭ
ϭ
Ϯ
ϯ
ďŽƚƚůĞƐŽĨǁŝŶĞͿ͘
/ĚƌĂŶŬŵŽƌĞƚŚĂŶϭͬϮďŽƚƚůĞŽĨƐƉŝƌŝƚƐĂĚĂǇ;ŽƌϴƉŝŶƚƐŽĨďĞĞƌͬϮ
Ϭ
ϭ
Ϯ
ϯ
ďŽƚƚůĞƐŽĨǁŝŶĞͿ͘
/ĚƌĂŶŬŵŽƌĞƚŚĂŶϭďŽƚƚůĞŽĨƐƉŝƌŝƚƐĂĚĂǇ;ŽƌϭϱƉŝŶƚƐŽĨďĞĞƌͬϯ
Ϭ
ϭ
Ϯ
ϯ
ďŽƚƚůĞƐŽĨǁŝŶĞͿ͘
/ĚƌĂŶŬŵŽƌĞƚŚĂŶϮďŽƚƚůĞƐŽĨƐƉŝƌŝƚƐĂĚĂǇ;ŽƌϯϬƉŝŶƚƐŽĨďĞĞƌͬϰ
Ϭ
ϭ
Ϯ
ϯ
ďŽƚƚůĞƐŽĨǁŝŶĞͿ͘

/ŵĂŐŝŶĞƚŚĞĨŽůůŽǁŝŶŐƐŝƚƵĂƚŝŽŶ͗;ĂͿzŽƵŚĂǀĞďĞĞŶĐŽŵƉůĞƚĞůǇŽĨĨĚƌŝŶŬĨŽƌĂĨĞǁǁĞĞŬƐ͘;ďͿzŽƵƚŚĞŶĚƌŝŶŬǀĞƌǇ
ŚĞĂǀŝůǇĨŽƌƚǁŽĚĂǇƐ͘,ŽǁǁŽƵůĚǇŽƵĨĞĞůƚŚĞŵŽƌŶŝŶŐĂĨƚĞƌƚŚŽƐĞƚǁŽĚĂǇƐŽĨŚĞĂǀǇĚƌŝŶŬŝŶŐ͍

^ǇŵƉƚŽŵ
EŽ
^ůŝŐŚƚ DŽĚĞƌĂƚĞ ůŽƚ
/ǁŽƵůĚƐƚĂƌƚƚŽƐǁĞĂƚ͘
Ϭ
ϭ
Ϯ
ϯ
DǇŚĂŶĚƐǁŽƵůĚƐŚĂŬĞ͘
Ϭ
ϭ
Ϯ
ϯ
DǇďŽĚǇǁŽƵůĚƐŚĂŬĞ͘
Ϭ
ϭ
Ϯ
ϯ
/ǁŽƵůĚďĞĐƌĂǀŝŶŐĨŽƌĂĚƌŝŶŬ͘
Ϭ
ϭ
Ϯ
ϯ


dKd>^Y^KZсͺͺͺͺͺͺͺͺͺͺ

/ŶƚĞƌƉƌĞƚĂƚŝŽŶ͗
^ĐŽƌĞ
ϴͲϭϱ
ϭϲͲϯϬ
/ŶĚŝĐĂƚŝŽŶ DŝůĚĚĞƉĞŶĚĞŶĐĞ
DŽĚĞƌĂƚĞĚĞƉĞŶĚĞŶĐĞ
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ϯϭͲϲϬ
^ĞǀĞƌĞĚĞƉĞŶĚĞŶĐĞ

S tockwell T, Murphy D, Hodgson R. The Severity of Alcohol Dependence Questionnaire: Its Use, Reliability and Validity. Br J Addict.
1983;78(2):145-55.

Prediction of Alcohol Withdrawal Severity Scale (PAWSS)11
WZd͗d,Z^,K>Z/dZ/–zĞƐŽƌEŽ͕ŶŽƉŽŝŶƚ


,ĂǀĞǇŽƵĐŽŶƐƵŵĞĚĂŶǇĂŵŽƵŶƚŽĨĂůĐŽŚŽů;ŝ͘Ğ͕͘ďĞĞŶĚƌŝŶŬŝŶŐͿǁŝƚŚŝŶƚŚĞůĂƐƚϯϬĚĂǇƐ͍
KZ
ŝĚƚŚĞƉĂƚŝĞŶƚŚĂǀĞĂƉŽƐŝƚŝǀĞ;нͿďůŽŽĚĂůĐŽŚŽůůĞǀĞů;>ͿŽŶĂĚŵŝƐƐŝŽŶ͍



/ĨƚŚĞĂŶƐǁĞƌƚŽĞŝƚŚĞƌŝƐz^͕ƉƌŽĐĞĞĚƚŽŶĞǆƚƋƵĞƐƚŝŽŶƐ͘

WZd͗^KEWd/Ed/EdZs/t–ϭƉŽŝŶƚĞĂĐŚ
ϭ͘

,ĂǀĞǇŽƵďĞĞŶƌĞĐĞŶƚůǇŝŶƚŽǆŝĐĂƚĞĚͬĚƌƵŶŬ͕ǁŝƚŚŝŶƚŚĞůĂƐƚϯϬĚĂǇƐ͍

Ϯ͘

,ĂǀĞǇŽƵĞǀĞƌƵŶĚĞƌŐŽŶĞĂůĐŽŚŽůƵƐĞĚŝƐŽƌĚĞƌƌĞŚĂďŝůŝƚĂƚŝŽŶƚƌĞĂƚŵĞŶƚŽƌƚƌĞĂƚŵĞŶƚĨŽƌĂůĐŽŚŽůŝƐŵ͍
;ŝ͘Ğ͕͘ŝŶͲƉĂƚŝĞŶƚŽƌŽƵƚͲƉĂƚŝĞŶƚƚƌĞĂƚŵĞŶƚƉƌŽŐƌĂŵƐŽƌĂƚƚĞŶĚĂŶĐĞͿ

ϯ͘

,ĂǀĞǇŽƵĞǀĞƌĞǆƉĞƌŝĞŶĐĞĚĂŶǇƉƌĞǀŝŽƵƐĞƉŝƐŽĚĞƐŽĨĂůĐŽŚŽůǁŝƚŚĚƌĂǁĂů͕ƌĞŐĂƌĚůĞƐƐŽĨƐĞǀĞƌŝƚǇ͍

ϰ͘

,ĂǀĞǇŽƵĞǀĞƌĞǆƉĞƌŝĞŶĐĞĚďůĂĐŬŽƵƚƐ͍

ϱ͘

,ĂǀĞǇŽƵĞǀĞƌĞǆƉĞƌŝĞŶĐĞĚĂůĐŽŚŽůǁŝƚŚĚƌĂǁĂůƐĞŝǌƵƌĞƐ͍

ϲ͘

,ĂǀĞǇŽƵĞǀĞƌĞǆƉĞƌŝĞŶĐĞĚĚĞůŝƌŝƵŵƚƌĞŵĞŶƐŽƌdƐ͍

ϳ͘

Have you combined alcohol with other “downers” like benzodiazepines or barbiturates, ĚƵƌŝŶŐƚŚĞůĂƐƚ
ϵϬĚĂǇƐ͍

ϴ͘

,ĂǀĞǇŽƵĐŽŵďŝŶĞĚĂůĐŽŚŽůǁŝƚŚĂŶǇŽƚŚĞƌƐƵďƐƚĂŶĐĞŽĨĂďƵƐĞ͕ĚƵƌŝŶŐƚŚĞůĂƐƚϵϬĚĂǇƐ͍

WZd͗^KE>/E/>s/E–ϭƉŽŝŶƚĞĂĐŚ
ϵ͘

Was the patient’s blood alcohol level (BAL) greater than 200mg/dL? (SI units 43.5 mmol/L)*
KZ
Ύ,ĂǀĞǇŽƵĐŽŶƐƵŵĞĚĂŶǇĂůĐŽŚŽůŝŶƚŚĞƉĂƐƚϮϰŚŽƵƌƐ͍

ϭϬ͘

/ƐƚŚĞƌĞĂŶǇĞǀŝĚĞŶĐĞŽĨŝŶĐƌĞĂƐĞĚĂƵƚŽŶŽŵŝĐĂĐƚŝǀŝƚǇ͍
Ğ͘Ő͕͘ŚĞĂƌƚƌĂƚĞхϭϮϬďƉŵ͕ƚƌĞŵŽƌ͕ĂŐŝƚĂƚŝŽŶ͕ƐǁĞĂƚŝŶŐ͕ŶĂƵƐĞĂ

/ŶƚĞƌƉƌĞƚĂƚŝŽŶ͗DĂǆŝŵƵŵƐĐŽƌĞсϭϬ͘dŚŝƐŝŶƐƚƌƵŵĞŶƚŝƐŝŶƚĞŶĚĞĚĂƐĂ^ZE/E'dKK>͘dŚĞŐƌĞĂƚĞƌƚŚĞŶƵŵďĞƌ
ŽĨƉŽƐŝƚŝǀĞĨŝŶĚŝŶŐƐ͕ƚŚĞŚŝŐŚĞƌƚŚĞƌŝƐŬĨŽƌƚŚĞĚĞǀĞůŽƉŵĞŶƚŽĨĂůĐŽŚŽůǁŝƚŚĚƌĂǁĂůƐǇŶĚƌŽŵĞ;t^Ϳ͘

A score of ≥4 suggests ,/',Z/^<ĨŽƌŵŽĚĞƌĂƚĞƚŽƐĞǀĞƌĞ;ĐŽŵƉůŝĐĂƚĞĚͿt^͖ƉƌŽƉŚǇůĂǆŝƐĂŶĚͬŽƌŝŶƉĂƚŝĞŶƚ
ƚƌĞĂƚŵĞŶƚĂƌĞŝŶĚŝĐĂƚĞĚ͘


ŶŽŶůŝŶĞǀĞƌƐŝŽŶŽĨƚŚĞŽƌŝŐŝŶĂů;ƵŶŵŽĚŝĨŝĞĚͿWt^^ĐĂŶďĞĨŽƵŶĚĂƚ͗
ŚƚƚƉƐ͗ͬͬǁǁǁ͘ŵĚĐĂůĐ͘ĐŽŵͬƉƌĞĚŝĐƚŝŽŶͲĂůĐŽŚŽůͲǁŝƚŚĚƌĂǁĂůͲƐĞǀĞƌŝƚǇͲƐĐĂůĞ͘

11

 aldonado JR, Sher Y, Ashouri JF, et al. The “Prediction of Alcohol Withdrawal Severity Scale” (PAWSS): systematic literature review and
M
pilot study of a new scale for the prediction of complicated alcohol withdrawal syndrome. Alcohol. 2014;48(4):375-390.

25

Appendix 5: Sample Clinical Assessment Form
Adapted from Vancouver Coastal Health
Wd/Ed/E&KZDd/KE



^ƵƌŶĂŵĞ͗

'ŝǀĞŶŶĂŵĞ;ƐͿ͗

ĂƚĞŽĨďŝƌƚŚ͗

W,E͗

DĞĚŝĐĂůŚŝƐƚŽƌǇ;/ŶĐůƵĚŝŶŐŵĞŶƚĂůŚĞĂůƚŚĂŶĚƐƵďƐƚĂŶĐĞƵƐĞͿ













^ƵďƐƚĂŶĐĞƵƐĞ
dǇƉĞ͗
ŵŽƵŶƚ͗







&ƌĞƋƵĞŶĐǇ͗





EŽƚĞ͗ŽŶĐƵƌƌĞŶƚƵƐĞŽĨĂůĐŽŚŽůĂŶĚŽƚŚĞƌE^ĚĞƉƌĞƐƐĂŶƚƐ;Ğ͘Ő͕͘ďĞŶǌŽĚŝĂǌĞƉŝŶĞƐ͕ŽƉŝŽŝĚƐͿŝƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚĂ
ƐŝŐŶŝĨŝĐĂŶƚůǇŝŶĐƌĞĂƐĞĚƌŝƐŬŽĨŽǀĞƌĚŽƐĞ͘tŚĞƌĞƉŽƐƐŝďůĞ͕ĐůŝĞŶƚƐƐŚŽƵůĚƌĞĐĞŝǀĞĂĐŽŵƉƌĞŚĞŶƐŝǀĞĂƐƐĞƐƐŵĞŶƚŽĨ
ƐƵďƐƚĂŶĐĞƵƐĞ͘&ŽƌŝŶĚŝǀŝĚƵĂůƐǁŝƚŚĐŽͲŽĐĐƵƌƌŝŶŐƐƵďƐƚĂŶĐĞƵƐĞŽƌƐƵďƐƚĂŶĐĞƵƐĞĚŝƐŽƌĚĞƌƐ͕ĐůŝŶŝĐĂůũƵĚŐŵĞŶƚƐŚŽƵůĚ
ďĞƵƐĞĚ͕ǁŝƚŚƉƌŝŽƌŝƚǇŐŝǀĞŶƚŽƐƵďƐƚĂŶĐĞƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚƌŝƐŬŽĨƐĞǀĞƌĞǁŝƚŚĚƌĂǁĂů͕ĂŶĚƉĂƚŝĞŶƚƐĞĚƵĐĂƚĞĚŽŶƚŚĞ
ƌŝƐŬƐŽĨĐŽŶĐƵƌƌĞŶƚƵƐĞ͘

dǇƉŝĐĂůĂůĐŽŚŽůĐŽŶƐƵŵƉƚŝŽŶ

EƵŵďĞƌŽĨĚƌŝŶŬŝŶŐĚĂǇƐŝŶƚŚĞƉĂƐƚϳĚĂǇƐ͗

KŶĂƚǇƉŝĐĂůĚĂǇ͗
tŚĂƚƚǇƉĞĚŽǇŽƵĚƌŝŶŬ͍;ĐŝƌĐůĞĂůůƚŚĂƚĂƉƉůǇͿĞĞƌtŝŶĞ^ŚĞƌƌǇ^ƉŝƌŝƚƐEŽŶͲďĞǀĞƌĂŐĞ


,ŽǁŵƵĐŚ;ŽĨĞĂĐŚƚǇƉĞͿ͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ


ϭϮ
dŽƚĂůĚĂŝůǇŝŶƚĂŬĞ ͗
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ůĐŽŚŽůͲƌĞůĂƚĞĚŚĂƌŵƐ

/ŶƚŚĞƉĂƐƚϯŵŽŶƚŚƐ͕ƉĂƚŝĞŶƚŚĂƐĞǆƉĞƌŝĞŶĐĞĚ͗

 ůĐŽŚŽůǁŝƚŚĚƌĂǁĂůƐǇŵƉƚŽŵƐ͕ŝŶĐůƵĚŝŶŐ
ĂůĐŽŚŽůͲƌĞůĂƚĞĚƐĞŝǌƵƌĞƐ

 EŽŶͲďĞǀĞƌĂŐĞĂůĐŽŚŽůƵƐĞ

 ůĐŽŚŽůͲƌĞůĂƚĞĚĨĂůůƐŽƌŝŶũƵƌŝĞƐ








 ůĐŽŚŽůͲƌĞůĂƚĞĚZǀŝƐŝƚƐ
 WĂƐƐŝŶŐŽƵƚͬůŽƐŝŶŐĐŽŶƐĐŝŽƵƐŶĞƐƐĨƌŽŵĂůĐŽŚŽů

 ^ƵƌǀŝǀĂůĚƌŝŶŬŝŶŐƐƚƌĂƚĞŐŝĞƐ;Ğ͘Ő͕͘ƉĂŶŚĂŶĚůŝŶŐ͕
ƌĞĐǇĐůŝŶŐ͕ƐŚĂƌŝŶŐǁŝƚŚĨƌŝĞŶĚƐͿ


ƐƐĞƐƐŵĞŶƚĨŽƌǁŝƚŚĚƌĂǁĂůƌŝƐŬ͕h͕ĂŶĚhƐĞǀĞƌŝƚǇ

Wt^^^ĐŽƌĞ͗

KƉƚŝŽŶĂů͗
hĚŝĂŐŶŽƐŝƐĂŶĚƐĞǀĞƌŝƚǇ͗
EƵŵďĞƌŽĨ^DͲϱƐǇŵƉƚŽŵƐ͗
,ĂǌĂƌĚŽƵƐŽƌŚĂƌŵĨƵůĚƌŝŶŬŝŶŐ͗h/dƐĐŽƌĞ͗
hƐĞǀĞƌŝƚǇ͖^YƐĐŽƌĞ͗

 ƚƌŝƐŬŽĨKs/Ͳϭϵ͕ĐŽŶĨŝƌŵĞĚŽƌƐƵƐƉĞĐƚĞĚĐĂƐĞ
ůŝŐŝďůĞĨŽƌŵĂŶĂŐĞĚĂůĐŽŚŽů͗zĞƐEŽ

Client’s baseline behavior (to be ƵƐĞĚƚŽĂƐƐĞƐƐŽǀĞƌͲŝŶƚŽǆŝĐĂƚŝŽŶĂƚƚŝŵĞŽĨƉƌŽǀŝƐŝŽŶͿ͗


ŽŵŵĞŶƚƐ͗





ŽŵƉůĞƚĞĚďǇ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ^ŝŐŶĂƚƵƌĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺĂƚĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺ

12

Use standard drinks calculator: http://aodtool.cfar.uvic.ca/index-stddt.html.
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Appendix 6: Sample Intake Form
Adapted from PHS Community Services Society
WůĞĂƐĞĨŝůůŽƵƚĂŶĚƐĞŶĚƚŚŝƐĨŽƌŵƚŽ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

Z&ZZz͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺd͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

>/Ed/E&KZDd/KE

EĂŵĞ͗

WŚŽŶĞŶƵŵďĞƌ͗

ĂƚĞŽĨďŝƌƚŚ͗

W,E͗

ůŝĞŶƚŽƌWƌŽŐƌĂŵĂĚĚƌĞƐƐ;ĨŽƌĂůĐŽŚŽůĚĞůŝǀĞƌǇͿ͗




ŽŵŵĞŶƚƐŽŶŚŽƵƐŝŶŐƐŝƚƵĂƚŝŽŶ͗
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DZ'Ezͬ&D/>zKEdd/E&KZDd/KE

EĂŵĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ZĞůĂƚŝŽŶ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ


ŵĞƌŐĞŶĐǇĐŽŶƚĂĐƚĂĚĚƌĞƐƐ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WŚŽŶĞŶƵŵďĞƌ͗


KdKZͬ>/E/͗





Appendix 7: Sample Clinical Care Record
Adapted from similar Interior Health Authority and Providence Health Care forms


DE'>K,K>
dŽƐĐŚĞĚƵůĞĂůĐŽŚŽůĚĞůŝǀĞƌǇĨŽƌĂĐůŝĞŶƚ͕ĐĂůůǆǆǆͲǆǆǆͲǆǆǆǆĂŶĚĨĂǆƚŚŝƐĐŽŵƉůĞƚĞĚŽƌĚĞƌƚŽǆǆǆͲǆǆǆͲǆǆǆǆ
d͗d/D͗

DE'>K,K>K^'͗
WůĞĂƐĞƐĞůĞĐƚĂůĐŽŚŽůƚǇƉĞ;ƐͿĂŶĚĐŽŵƉůĞƚĞĚŽƐŝŶŐŝŶƐƚƌƵĐƚŝŽŶƐ;ŝƚĞŵƐǁŝƚŚĐŚĞĐŬďŽǆĞƐŵƵƐƚďĞƐĞůĞĐƚĞĚƚŽďĞ
ŽƌĚĞƌĞĚͿ͗
ŽƐŝŶŐ'ƵŝĚĞ
dǇƉĞ
ŽƐĞ
ĞĞƌ
ϯϰϭŵůƚŽϯϱϱŵůсϭĐĂŶ;ϭĚŽƐĞͿ
tŝŶĞ
ϭϰϮŵůсϭŐůĂƐƐс;ϭĚŽƐĞͿ
ŽEKdĞǆĐĞĞĚϭϴƚŽƚĂůĚŽƐĞƐͬϮϰŚŽƵƌƐ







WůĞĂƐĞƐƉĞĐŝĨǇƚŽƚĂůĚĂŝůǇƋƵĂŶƚŝƚŝĞƐĨŽƌƉƌŽǀŝƐŝŽŶ;ƐƚĂĨĨǁŝůůŶŽƚĚŝǀŝĚĞĚĂŝůǇĚŽƐĞƐͿ͗
 ͺͺͺͺͺͺͺǆĐĂŶƐŽĨďĞĞƌ;ϭĐĂŶсϯϰϭŵůƚŽϯϱϱŵ>сϭĚŽƐĞͿ
 ͺͺͺͺͺͺͺǆďŽƚƚůĞƐŽĨǁŝŶĞ;KŶĞϳϱϬŵůďŽƚƚůĞсϱ͘ϯĚŽƐĞƐͿ

WZKs/^/KE͗
 ůŝĞŶƚƚŽƐĞůĨͲŵĂŶĂŐĞŝŶƚĂŬĞǁŝƚŚŽŶĐĞͲĚĂŝůǇƉƌŽǀŝƐŝŽŶ
 ^ƚĂĨĨƚŽƉƌŽǀŝĚĞͺͺͺͺͺͺͺĚŽƐĞƐƋͺͺͺͺͺŚWZEƚŽĂŵĂǆŽĨͺͺͺͺͺͺͺĚŽƐĞƐͬϮϰŚƌƐ


hZd/KE͗




DKE/dKZ/E'/E^dZhd/KE^͗







KDDEd^͗







EĂŵĞ^ŝŐŶĂƚƵƌĞŽŶƚĂĐƚŶƵŵďĞƌ
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Appendix 8: Sample Client Alcohol Management Plan and Agreement
Adapted from similar Vancouver Coastal Health and Northwest Territories forms
>/Ed/E&KZDd/KE



EĂŵĞ͗

WŚŽŶĞŶƵŵďĞƌ͗

ĂƚĞŽĨďŝƌƚŚ͗

W,E͗

>/Ed/Ed/&/'K>^
 

 

 

 

EŽƚĞ͗/ĨĐůŝĞŶƚŝŶĚŝĐĂƚĞƐƌĞĚƵĐĞĚĚƌŝŶŬŝŶŐ͕hƚƌĞĂƚŵĞŶƚ͕ŽƌǁŝƚŚĚƌĂǁĂůŵĂŶĂŐĞŵĞŶƚĂƐĂŐŽĂů͕ĐůŝĞŶƚƐŚŽƵůĚďĞ
ĐŽŶŶĞĐƚĞĚƚŽĂĐůŝŶŝĐŝĂŶǁŚŽƐƉĞĐŝĂůŝǌĞƐŝŶƚƌĞĂƚŝŶŐƐƵďƐƚĂŶĐĞƵƐĞĚŝƐŽƌĚĞƌƐ͘
>K,K>DE'DEdW>E
ηŽĨƐƚĂŶĚĂƌĚĚƌŝŶŬƐ ϭ

dŽƚĂůĂŝůǇŽƐĞ͗
ĞǀĞƌĂŐĞdǇƉĞ͗tŝŶĞŽƐĂŐĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ


ĞǀĞƌĂŐĞdǇƉĞ͗ĞĞƌŽƐĂŐĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ĞǀĞƌĂŐĞdǇƉĞ͗KƚŚĞƌ;ͺͺͺͺͺͺͺͺͺͺͺͿŽƐĂŐĞ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

^ĂŵƉůĞĚƌŝŶŬŝŶŐƐĐŚĞĚƵůĞ͗ϭĚƌŝŶŬĞǀĞƌǇͺͺͺͺͺͺͺͺŚŽƵƌƐ

&ƌĞƋƵĞŶĐǇŽĨĚĞůŝǀĞƌǇƚŽĐůŝĞŶƚ;Ğ͘Ő͕͘ĚĂŝůǇĂƚϵĂŵͿ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WůĂŶĨŽƌŝĨĐůŝĞŶƚŝƐŝŶǁŝƚŚĚƌĂǁĂůŽƌŝƐŽƵƚŽĨĂůĐŽŚŽů͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

^ĐŚĞĚƵůĞŽĨƌŽƵƚŝŶĞƉƌŝŵĂƌǇĐĂƌĞĐŚĞĐŬͲƵƉ;Ğ͘Ő͕͘ǁĞĞŬůǇͿ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

 ^ĂĨĞƌĚƌŝŶŬŝŶŐĞĚƵĐĂƚŝŽŶƉƌŽǀŝĚĞĚ
 WŚĂƌŵĂĐŽƚŚĞƌĂƉǇŽƉƚŝŽŶƐĚŝƐĐƵƐƐĞĚ͕ǁŚĞƌĞĨĞĂƐŝďůĞ
&/EE^;ŝĨĂƉƉůŝĐĂďůĞͿ

ůŝĞŶƚĐŽŶƚƌŝďƵƚŝŽŶ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
DŽŶĞǇŵĂŶĂŐĞŵĞŶƚƉůĂŶ͗ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
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1

 One standard drink is 1.5 oz vodka, 355 ml can of 5% beer, or 5 oz 12% wine.

One standard drink is 1.5 oz vodka, 355 ml can of 5% beer, or 5 oz 12% wine
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KDDEd^



>/Ed'ZDEd


ϭ͘ /ĂŐƌĞĞƚŽƌĞĐĞŝǀĞŵĂŶĂŐĞĚĂůĐŽŚŽů͕ĂƐŽƵƚůŝŶĞĚĂďŽǀĞ͘dŚŝƐŝŶĐůƵĚĞƐƚŚĞƚǇƉĞƐĂŶĚĂŵŽƵŶƚƐŽĨĂůĐŽŚŽůĂŶĚƚŚĞ
ƐĐŚĞĚƵůĞĨŽƌǁŚĞŶ/ǁŝůůƌĞĐĞŝǀĞƚŚĞĂůĐŽŚŽů͘
Ϯ͘ ĞĨŽƌĞƌĞĐĞŝǀŝŶŐĂůĐŽŚŽů͕ƚŚĞƐƚĂĨĨǁŝůůĚŽĂǁĞůůŶĞƐƐĐŚĞĐŬƚŽƐĞĞŝĨ/ŚĂǀĞƐǇŵƉƚŽŵƐŽĨǁŝƚŚĚƌĂǁĂůŽƌKs/Ͳ
ϭϵ͕ŽƌƐŝŐŶƐŽĨŽǀĞƌͲŝŶƚŽǆŝĐĂƚŝŽŶ͘
ϯ͘ /ƵŶĚĞƌƐƚĂŶĚƚŚĂƚ/ǁŝůůŶŽƚƌĞĐĞŝǀĞĂůĐŽŚŽůŝĨ/ĂŵŽǀĞƌͲŝŶƚŽǆŝĐĂƚĞĚĂƚƚŚĞƚŝŵĞŽĨĚĞůŝǀĞƌǇ͘
ϰ͘ /ĂŐƌĞĞƚŽŶŽƚĂĐĐĞƐƐŽƚŚĞƌDWƐŽƌƐĞĞŬĂĚĚŝƚŝŽŶĂůƐŽƵƌĐĞƐŽĨĂůĐŽŚŽůŽƵƚƐŝĚĞŽĨƚŚĞDW͘/Ĩ/ŚĂǀĞĐŽŶĐĞƌŶƐ
ĂďŽƵƚŵǇĚŽƐĂŐĞ͕/ǁŝůůĚŝƐĐƵƐƐǁŝƚŚƚŚĞƉƌŽŐƌĂŵƉƌŽǀŝĚĞƌ͘/ĂŐƌĞĞŶŽƚƚŽƐŚĂƌĞŵǇĂůĐŽŚŽůǁŝƚŚŽƚŚĞƌƐ͘
ϱ͘ Ks/ͲƐƉĞĐŝĨŝĐƌĞƋƵŝƌĞŵĞŶƚƐƌĞŐĂƌĚŝŶŐƉŚǇƐŝĐĂůĚŝƐƚĂŶĐŝŶŐ
ϲ͘ Ks/ͲƐƉĞĐŝĨŝĐƌĞƋƵŝƌĞŵĞŶƚƐŝĨƐƵƐƉĞĐƚĞĚŝŶĨĞĐƚŝŽŶ
ϳ͘ /ĐĂŶƌĞƋƵĞƐƚŚĞůƉĨƌŽŵƚŚĞƐƚĂĨĨŝĨ/ŶĞĞĚŚĞůƉǁŝƚŚĨŽŽĚ͕ŵĞĚŝĐĂƚŝŽŶƐ͕ĐŽŵŵƵŶŝĐĂƚŝŽŶǁŝƚŚĨĂŵŝůǇ͕ĞƚĐ͘
ϴ͘ dŚĞƐƚĂĨĨĂŶĚ/ǁŝůůĚŽĂƌĞŐƵůĂƌĐŚĞĐŬͲŝŶŽŶŵǇŚĞĂůƚŚ͕ŵǇĂůĐŽŚŽůĐŽŶƐƵŵƉƚŝŽŶ͕ĂŶĚǁŚĞƚŚĞƌǁĞŶĞĞĚƚŽ
ĂĚũƵƐƚƚŚĞƉůĂŶ͘
ϵ͘ /ĂŵĂǁĂƌĞƚŚĂƚǁŚĞŶƌĞƐƚƌŝĐƚŝŽŶƐĚƵĞƚŽƚŚĞKs/ͲϭϵĞŵĞƌŐĞŶĐǇĂƌĞůŝĨƚĞĚ͕ǁĞŵĂǇŶĞĞĚƚŽĚŝƐĐƵƐƐĂ
ƚƌĂŶƐŝƚŝŽŶƉůĂŶĨŽƌŵǇĂůĐŽŚŽůƵƐĞ͘
 /ƚŝƐŽŬƚŽĐŽŶƚĂĐƚŵĞƚŽĚŝƐĐƵƐƐĨƵƚƵƌĞƌĞƐĞĂƌĐŚŽŶŵĂŶĂŐĞĚĂůĐŽŚŽů
 /ĚŽŶŽƚǁĂŶƚŵǇĂĚŵŝŶŝƐƚƌĂƚŝǀĞƌĞĐŽƌĚƐƚŽďĞƵƐĞĚĨŽƌĞǀĂůƵĂƚŝŽŶƉƵƌƉŽƐĞƐ
/ŚĂǀĞƌĞǀŝĞǁĞĚĂŶĚĂŐƌĞĞƚŽĂůůŽĨƚŚĞĐŽŵŵŝƚŵĞŶƚƐŽƵƚůŝŶĞĚŝŶƚŚŝƐĂůĐŽŚŽůŵĂŶĂŐĞŵĞŶƚƉůĂŶ͘




^ƚĂĨĨEĂŵĞ



^ŝŐŶĂƚƵƌĞ



ĂƚĞ

ůŝĞŶƚEĂŵĞ



^ŝŐŶĂƚƵƌĞ



ĂƚĞ

>/Ed/^,Z'EEyd^dW^
ĂƚĞ͗ZĞĂƐŽŶ͗

EĞǆƚ^ƚĞƉƐ͗
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